Clinical examinations are frequently not sufficient to differentiate the various causes of swelling, pain, and induration of the scrotal contents [3] . In contrast, primary testicular tumors can be rapidly and accurately assessed with scrotal ultrasonography (US) [6] . Although patients with testicular tumors may have similar clinical findings to those of epididymo-orchitis, a history of acute onset of symptoms including fever, urethral discharge, irritative voiding and certain US findings may make diagnosis of the later entity more likely. In our series of malignant tumors of testis, only one case was found imitating epididymo-orchitis, not only in the way of clinical presentation, but also in US finding. Surgical exploration may, in some circumstances, be justified to prevent delayed diagnosis and guide proper patient care.
MATERIALS AND METHODS
From April 1994 to November 2004, a total of 65 patients (age range, 1-76 years; mean, 30 years) with malignant testicular tumors underwent surgical interventions in our hospital. Seminomas were identified in 20 cases (30.8%), teratomas in 13 (20.0%), embryonal cell carcinoma in 12 (18.5%), mixed germ cell tumors in 8 (12.3%), yolk sac tumor in 8 (12.3%), lymphomas in 2 (3.0%), and metastases in 2 (3.0%).
All the patient's medical records were surveyed and the discrepancies between the preoperative and postoperative diagnoses were documented. The clinical presentations and imaging findings of the patients with unmatched diagnoses were carefully reviewed.
RESULTS
Among our patients, both clinical presentations and imaging findings led to correct preoperative diagnosis of malignant testicular tumors except for one. That is a 29-year-old male presented to our emergency room with severe pain and swelling on the right side scrotum for two days. Physical examination revealed a hard, swollen, and tender scrotum on the right. Laboratory examination revealed elevation of c-reactive protein (3.42 mg=dl, normal value < 0.8 mg=dl). Urinary analysis showed unremarkable findings. Color duplex US of the scrotum depicted enlargement of the right testis and epididymis with heterogeneous echogenicity and increased blood flow pattern (Figure 1a, b) . Thickening of the scrotal wall and hydrocele were also present ( Figure 1c ). Scrotal scintigraphy demonstrated increased uptake of isotope over the right scrotum. Acute epididymo-orchitis was initially impressed.
Two months later, unfortunately, the patient experienced enlarged neck lymph nodes which were biopsied and proved to be metastatic mixed germ cell tumor. In addition, prominent abdominal lymphadenopathy encasing the aorta was delineated on computed tomograms obtained to evaluate the patient's vague abdominal pain (Figure 1d ). Right radical ochiectomy revealed mixed germ cell tumor with 90% embryonal cell carcinoma, 5% yolk sac tumor, and 5% seminoma. Focal invasion of the right epididymis by the tumor was present. The patient then underwent chemotherapy with Cisplatin, Bleomycin, and Etoposide for treatment. In the following 6 months, the patient's condition was stable.
DISCUSSION
Although testicular cancer typically presents as a palpable painless mass, 10% of patients with testicular cancer have pain, usually dull and heavy in nature [9] . Embryonal cell carcinoma, the most aggressive of 408 H.-W. Kao et al. testicular cancer, frequently invades the tunica and distorts the testicular contour, and therefore causes clinical presentation of scrotal pain which may be similar to that caused by inflammatory process. US provides quite valuable information differentiating intratesticular from extratesticular pathology [8] . The importance of this distinction lies in the fact that the majority of extratesticular lesions are inflammatory, traumatic, or benign neoplasms. Conversely, the majority of intratesticular lesions are malignant. Associated extratesticular findings usually help differentiate inflammatory from malignant testicular lesions. Most testicular tumors spare the epididymis, although it may be involved in the advanced stages of the disease [4, 5] . In contrast, the epididymis is almost always involved in orchitis so an enlarged epididymis is a strong indicator of inflammation [2] . Thickening of the scrotal wall has also been noted as a useful finding to suggest inflammation rather than tumor [1] . Hence, despite heterogeneous echogenicity of the testis in our case, the associated epididymal abnormalities and skin thickening suggested infection rather than testicular tumor. Close clinical follow-up is mandatory to verify the diagnosis in such a diagnostic dilemma [7] .
Although not performed in our case, magnetic resonance imaging of the testis may help distinguish tumor from inflammation by its ability to delineate testicular septations. Absence of the septations destructed by the invasive growth of malignant tumors has been noted as a very specific sign [3] . In contrast, testicular inflammation usually preserves the septations. In conclusion, careful evaluation and follow-up are extremely important for patients with testicular lesions, as a delay in diagnosing testicular cancer can have a significant impact on the patients' survival. 
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